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Abstract 
 
The BC Adult Guardianship Act (AGA) is legislation that guides when adults can and cannot 
make their own decisions about their health care and financial management. Under the AGA, 
certain agencies are designated to respond to concerns of abuse, neglect, and self-neglect. Adult 
guardianship investigations are completed by designated responders, most often social workers 
and health care professionals such as registered nurses. Designated responders often work within 
interdisciplinary health care teams, in community and acute care. Research shows there is no 
common definition of risk or self-neglect, but there are themes of perception and interpretation 
amongst each profession. The differences in perception and interpretation of risk affect how 
social workers position themselves in interdisciplinary health care teams, and their approach to 
adult guardianship investigations. This major paper uses a thematic review of literature to 
examine the research question “How does perception, and interpretation of risk impact a social 
worker’s role within an interdisciplinary health care team when investigating concerns of self-
neglect?”  
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Introduction 
The BC Adult Guardianship Act (AGA) was enacted in 1996 and provides authority to 
investigate and respond to concerns of abuse, neglect, and self-neglect for adults nineteen and 
over. The AGA is legislation that guides when adults can and cannot make their own decisions 
about their health care and finances, and delegates certain agencies within BC as designated 
responders for concerns of abuse, neglect, and self-neglect. Responding to concerns of self-
neglect means understanding self-neglect and assessing the risk of harm to the client. According 
to the BC AGA (1996), self-neglect is the failure of an adult to provide for their basic needs in a 
way that has the potential cause severe harm. This can include poor hygiene, inadequate nutrition 
and financial neglect (BC AGA, 1996).  
Self-neglect has its own symptoms and causes and requires its own approach during adult 
guardianship investigations (Day, Leahy-Warren & McCarthy, 2013). Self-neglect can cause 
repeated admissions to acute care, a decline in mental and physical health, and premature 
admission to long term care (Day, Leahy-Warren & McCarthy, 2013). Investigations into 
concerns of self-neglect involves social workers working with interdisciplinary teams to assess 
what risks exist and whether those risks mean the client require immediate, or any, intervention 
(Storey & Prashad, 2017).  
This literature review examines the research question “How does the definition, 
perception, and interpretation of risk impact a social worker’s role within an interdisciplinary 
health care team when investigating concerns of self-neglect?” Social workers can often be in a 
position of assessing risk and advocating for client autonomy and self-determination.  
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Differences in how health disciplines view and respond to risk can create tension within 
interdisciplinary teams and cause a client to be at risk for over or under protection. Developing 
an understanding of the different perceptions of risk improves communication between 
professionals in an interdisciplinary health care team and improves client outcomes when 
investigating concerns of self-neglect. While all professionals in health care settings may benefit 
from the information provided, this literature review is particularly useful for social workers to 
understand the important role they play in investigating concerns of self-neglect, their unique 
perspective on risk, and their integral part in an interdisciplinary health care team.  
Power issues and imbalances are common within health care systems, with clients and 
patients expected to follow the advice of “experts”. These “experts” are divided by discipline, 
receiving education specific to that discipline, teaching its own approaches and creating its own 
identity (Reid, Greaves, & Kirby, 2017). Different disciplines may share some values, but often 
speak different languages which cause them to examine the same situation differently (Reid, 
Greaves, & Kirby, 2017). A critical paradigm was used to examine and guide this research as the 
critical paradigm is based on theories such as critical, structural, and feminist theories (Reid, 
Greaves, & Kirby, 2017). An interdisciplinary approach was used to bring together research from 
varying health care disciplines.   
Methodology 
 This thematic literature review was developed through the use of the online University of 
the Fraser Valley Ebsco host database. The online search used combinations of key terms. The 
key terms were “self-neglect”, “perception of risk”, “risk interpretation”, “risk assessment”, 
“risk”, “dementia”, “older adults”, “geriatric”, “geriatric social work”, “social work”, “adult 
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guardianship”, “adult guardianship act”, “adult protection”, “physicians”, “nursing”, “nurses”, 
and “health care”. I started by examining Canadian only research from 2009 to 2019. However, 
there was little relevant research within that time frame. The online search was expanded to 
include the United States, Australia, Ireland, and the UK, as these geographical areas have far 
more research on the concept of risk and adult protection. The time frame was expanded to 
include 2000-2019 in order to complete a thorough review of the literature.  The articles chosen 
are peer-reviewed research articles and were retrieved from a variety of journals such as Health 
and Social Care in Community, Journal of Gerontological Social Work, Health, Risk, and 
Society, British Journal of Social Work, International Journal of Aging and Human 
Development, and the British Journal of Community Nursing. Eight thousand one hundred 
seventy-two articles were initially screened based on the date published and relevance of the title 
to the paper topic. Three hundred thirty-four articles were then screened based on abstracts, if 
available. Those articles were reviewed in-depth to determine their relevance to the research 
question, resulting in 67 articles chosen for this literature review. The articles chosen used 
qualitative methods, quantitative methods, as well as a combination of quantitative and 
qualitative methods. A select few articles used literature review methods.  
Findings 
 
 A review of the current literature, from a critical paradigm and anti-oppressive  
perspective indicated four major themes exist. These include self-neglect, interdisciplinary 
teams, definition of risk, and general perceptions of risk. The theme of interdisciplinary teams 
has six associated sub-themes, including education and training, collaboration, members of an 
interdisciplinary team, perspectives of risk, approach to risk, and risk and safety. The theme of 
perceptions of risk includes sub-themes of cultural and societal factors of defining risk, gender 
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differences in defining risk, negative and positive risk, risk management, interdisciplinary 
perspectives of risk, social work role in interdisciplinary teams, and social work interaction with 
risk.  
Self-Neglect 
 
In order to understand risk in relation to investigation into self-neglect, health care 
professionals must understand what self-neglect is. While the AGA defines self-neglect, this 
definition is not universally acknowledged, and is not known by many health professionals (Day, 
Bantry-White, & Glavin, 2016). Literature identifies self-neglect as a global issue, one that 
should be considered a public health concern (Day, Mulcahy, & Leahy-Warren, 2016; Mosqueda 
& Dong, 2011). The difficulty in understanding how risk is defined and perceived is connected 
to the lack of agreement on the definition of self-neglect. The term self-neglect is difficult to 
define due to its complexity and multidimensional properties (Day & Leahy-Warren, 2013; Day, 
Mulcay, Leay-Warren, & Downey, 2015; MacLeod & Stadnyk, 2015; McDermott, 2008). The 
prevalence of self-neglect is difficult to know due to a lack of knowledge on what constitutes 
self-neglect, and under-reporting of known cases of self-neglect (Day, McCarthy, & Leahy-
Warren, 2012; Day, Mulcahy, & Leahy-Warren, 2016; McDermott, 2008). Health professionals 
are reluctant to engage with possible cases of self-neglect due to their complexity and a lack of 
knowledge on how to appropriately respond (Day, McCarthy, & Leahy-Warren, 2012; 
McDermott, 2008). 
A common finding within research is that risk factors for self-neglect are low income, 
mental health concerns, aging, cognitive impairment, a diagnosis of dementia, chronic illness, 
isolation, and alcohol and substance use (Band-Winterstein, Doron, & Naim, 2012; Braye, Orr, 
& Preston-Shoot, 2011; Braye, Orr, & Preston-Shoot, 2017; Day, Bantry-White, & Glavin, 2010; 
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Day, McCarthy, & Leahy-Warren, 2012; Leff & Sonstegard-Gamm, 2006; Mosqueda & Dong, 
2011; Poythress, Burnett, Naik, Pickens, & Dyer, 2008; Rathbone-McCuan, 2014). Self-neglect 
can occur in institutions and in communities, but most commonly affects older adults in 
community (Day, Bantry-White, & Glavin, 2010; Day, Mulcahy, Leahy-Warren, & Downey, 
2015).  
 There are a variety of perspectives on whether or not self-neglect is a type of abuse or 
separate category of concern. Ireland, the UK, and Australia do not consider self-neglect a type 
of abuse whereas the USA does (Day, Bantry-White, & Glavin, 2010). Interestingly, the World 
Health Organization (WHO) does not identify self-neglect as a health concern for adults, and 
instead list it as a symptom of elder abuse. The concept of self-neglect being a symptom of elder 
abuse is also reflected in research by Rathbone-McCuan (2014) and Mosqueda and Dong (2011). 
Researchers such as Day and Leahy-Warren (2013) argue for self-neglect to be excluded from 
the definition of abuse as it is not caused by the actions of someone in a position of trust. Band-
Winterstein, Doron, and Naim (2012) agree, stating abuse and neglect are the result of an action 
or actions from a person towards the individual, while self-neglect is reflective of the 
individual’s choices or inability to act.  
 Some researchers classify self-neglect as a psycho-medical concern, a psychiatric or a 
mental disorder, or a result of socio-cultural factors (Braye, Orr, & Preston-Shoot, 2011). While 
specific definitions of self-neglect vary, a common theme within research are that self-neglect is 
an adult’s inability to obtain essentials such as food, shelter, and medical care, thus posing a 
threat to the safety of the individual. 
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 Adult guardianship in Canada is the responsibility of each province/territory and there is no 
federal legislation in place (Day, Bantry-White, & Glavin, 2010). BC’s Adult Guardianship Act 
(1996) defines self-neglect as:  
Any failure of an adult to take care of himself or herself that causes or is reasonably likely 
to cause within a short period of time, serious physical or mental harm or substantial 
damage or loss in respect of the adult's financial affairs. 
While the BC AGA defines self-neglect, perspectives and assessments of self- 
neglect can vary by individual. Even with a definition, self-neglect creates intersecting 
complexities of ethical challenges, dilemmas around confidentiality, safety, self-determination, 
choice, and capacity (Day, Bantry-White, & Glavin, 2010). Leff and Sonstegard-Gamm (2006) 
define self-neglect as the inability of an adult to obtain necessities of life, while Day, Bantry-
White, and Glavin (2010) and Day, McCarthy and Leahy-Warren (2012) state self-neglect can be 
intentional or non-intentional. Intentional self-neglect can be due to certain personality types, the 
desire to maintain control of one’s situation, and fear of involvement from health care providers. 
Non-intentional self-neglect is due to a cognitive impairment such as dementia, a psychiatric 
illness, or substance abuse (Day, Bantry-White, & Glavin, 2010).  
Interdisciplinary Teams 
 
Interdisciplinary teams are needed to address adult guardianship concerns as they provide 
multiple perspectives and skills to identify and mitigate risks to the client (Day, Bantry-White, 
and Glavin, 2010). Day, Bantry-White, and Glavin (2010) and Weeks et al. (2018) consider 
multidisciplinary primary care community teams crucial to addressing self-neglect, as no one 
discipline has all the expertise needed. Different attitudes, beliefs, and philosophies may exist 
among professional groups. Common differences in perspective are not only found in how risk is 
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defined and perceived, but rather around self-determination, person-centered care, client 
competency and capacity, confidentiality, beneficence, non-maleficence, and safety and 
protection of the client (Day, Bantry-White, & Glavin, 2010). 
There is some agreement with the literature that self-neglect is a complex concept 
requiring an interdisciplinary response (Ambrose-Miller and Ashcroft, 2016; Day, Bantry-White, 
& Glavin, 2010; Day, McCarthy, & Leahy-Warren, 2012; Ernst & Smith, 2012; Mosqueda & 
Dong, 2011; Rathbone-McCuan, 2014; Weeks et al., 2018). Self-neglect can involve working in 
grey areas of decisions making, autonomy, and self-determination. Self-neglect, like risk, occurs 
along a continuum (Ambrose-Miller and Ashcroft, 2016; Day, Bantry-White, & Glavin, 2010; 
Day, McCarthy, & Leahy-Warren, 2012; Ernst & Smith, 2012; MacLeod & Stadnyk, 2015; 
Mosqueda & Dong, 2011; Rathbone-McCuan, 2014; Weeks et al., 2018). Investigations into 
concerns of self-neglect involve balancing dignity, self-determination, beneficence, and safety 
(Day, McCarthy, & Leahy-Warren, 2012). Risk of self-neglect is difficult to assess and quantify, 
as each case is unique and each client brings their own values (Day, McCarthy, & Leahy-
Warren, 2012).  
Clients require interdisciplinary teams to address complex concerns and provide holistic 
care (LaDonna, 2018). Adult guardianship investigations involve interdisciplinary teams 
providing care to vulnerable populations. While interdisciplinary teams provide client-centred 
and holistic care, the different perspectives in a team can itself be a complex factor in adult 
guardianship investigations. However, understanding differences in interpretation of risk also 
contributes to collaborative teamwork. Ambrose-Miller and Ashcroft (2016) state that 
problematic power differentials need to be understood and addressed. Differences in 
interpretation of risk can lead to an imbalance of power and miscommunication. It is important 
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for risk to be assessed in context and through a client-centred lens (Ambrose-Miller & Ashcroft, 
2016). Decisions on whether or not a client is experiencing self-neglect, and whether or not there 
is risk to the client or community should be based on the situation and characteristics of each 
client, not the person with the most power. Ambrose-Miller and Ashcroft (2016) state that power 
differentials often exist in interdisciplinary teams, with those who are paid more have more 
decision-making power. An important role of interdisciplinary teams in adult guardianship 
investigations is dismantling hierarchies (Ambrose-Miller & Ashcroft, 2016). According to 
Ambrose-Miller and Ashcroft (2016), physicians can be reluctant to participate in reducing their 
power, but the participation of physicians is key to effective collaboration. In order to breakdown 
hierarchies, there needs to be strong leadership that encourages a culture where each discipline is 
willing to learn from and educate others. Attitudes and beliefs of leadership affect the 
willingness of those within the team to create change (Ambrose-Miller & Ashcroft, 2016). 
 The BC AGA (1996) identifies designated agencies to respond to concerns of abuse, 
neglect, and self-neglect. However, it is operationally decided by the director of each agency 
which health care professionals are designated responders for concerns of abuse, neglect, and 
self-neglect. Within Fraser Health, social workers are the professional group most likely to be 
designated to respond to concerns of abuse, neglect, and self-neglect. Other professions who can 
be involved in investigating adult guardianship concerns are registered nurses, occupational 
therapists, and mental health clinicians. While not all health care and allied health professionals 
are designated responders, support is needed from a variety of professions in order to provide 
appropriate care and support to the client. A person experiencing self-neglect may require 
support from occupational therapists or physiotherapists for mobility or equipment concerns. A 
registered nurse may be needed for wound care or implementation of home care. A dietitian can 
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support a client with nutritional concerns. Collaboration among professional groups is needed to 
provide psychosocial assessments, understand medical concerns, provide direct support to the 
client, and together gain as much of an understanding of the client and the risks to the client as 
possible (Hirst et al., 2016). Hirst et al. (2016) states that “effectively responding to the abuse 
and neglect of older adults requires an inter-professional, collaborative, and coordinated 
approach” (p. 255). Health care professionals and allied health are often in positions to identify 
when concerns of abuse, neglect, and self-neglect occur.  
Education and Training 
 
While health care professionals may be in positions to identify abuse, neglect, and self-neglect, 
few are equipped to identify, report, and address these concerns (Lindenback, Larocque, Lavoie, 
& Garceau, 2012). A common argument in adult guardianship literature is the need for health 
care professionals, even those who are not designated responders, to have training around adult 
guardianship concerns in order to better recognize and report concerns. According to Hirst et al. 
(2016), there is a lack of training for health care professionals on how to identify abuse and 
neglect. Barriers to professionals recognizing and reporting concerns of abuse, neglect, and self-
neglect are reluctance to acknowledge their occurrence, limited knowledge, and fear of liability 
(Hirst et al., 2016). 
There are three issues related to adult guardianship education of health care providers. 
Knowledge and training deficits exist around abuse, neglect, and self-neglect of older adults. 
Even after training is provided, there continues to be hesitancy in reporting and addressing adult 
guardianship concerns (Storey & Prashad, 2018). There is a gap between knowledge and practice 
in that education may increase knowledge about abuse but may not affect the behaviour of the 
health care provider and their willingness to report adult guardianship concerns and have them 
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addressed (Hirst et al., 2016). Health care providers may not feel confident in their knowledge of 
what to report even after receiving education. It can also be difficult for health care providers to 
know who to call in order to report concerns. Reporting may also be discouraged due to work 
loads and the amount of work an investigation can incur.  
Adult guardianship education is needed for all health care professionals, in order to equip 
professionals to recognize concerns of abuse, neglect, and self-neglect (Day, Bantry-White, & 
Glavin, 2010; Hirst et al., 2016; Lindenback, Larocque, Lavoie, & Garceau, 2012; Weeks et al., 
2018). Training in adult guardianship, even for those who are not designated responders, allow 
ethical issues to be discussed, and can modify attitudes that condone abuse, neglect, and/or self-
neglect (Hirst et al., 2016). Shared learning opportunities can improve relationships between 
professionals and increase understanding across disciplines (Day, Bantry-White, & Glavin, 
2010). 
Training is especially important for community health care providers. Seventy-eight 
percent of older adults in Canada require assistance in order to remain living at home and these 
adults are most likely to interact with a health care professional on a regular basis (Lindenback, 
Larocque, Lavoie, & Garceau, 2012). Health professionals who visit homes have a better chance 
of detecting self-neglect if they are aware of the signs and symptoms of self-neglect (Day, 
McCarthy, & Leahy-Warren, 2012; Lindenback, Larocque, Lavoie, & Garceau, 2012; Weeks et 
al., 2018). However, Lindenback, Larocque, Lavoie, and Garceau (2012) also state that due to 
lack of awareness, many professionals fail to detect adult guardianship concerns. Adult abuse, 
neglect, and self-neglect screening tools do exist. Common screening tools are Indicators of 
Abuse (IOA) screen by Resi and Nahmiash and the expanded Indicators of Abuse (e-IOA) screen 
by Cohen, Halevi-Levin, Gagin, and Friedman (Lindenback, Larocque, Lavoie, & Garceau, 
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2012) and the Client Assessment and Risk Evaluation (CARE) tool (Burnett et al., 2014). None 
of these tools are currently used within Fraser Health.  
While some research promotes the use of assessment tools, Day, Bantry-White, and 
Glavin (2010) and Lindenback, Larocque, Lavoie, and Garceau (2012) maintain assessments are 
ambiguous and often miss clients who are at risk. Additional criticisms are the use of qualitative 
assessments which are subjective and based on the individual professional’s judgment.  If 
assessment tools are used, Lindenback, Larocque, Lavoie, and Garceau (2012) propose the 
creation of an improved screening tool but argue this is a difficult task as an effective screening 
tool needs to identify all risk factors, and each individual can have varying and unique risk 
factors (Lindenback, Larocque, Lavoie, & Garceau, 2012). 
Storey and Prashad (2018) review the effectiveness of adult guardianship education for 
designated responders within BC. Storey and Prashad (2018) separated the participants into 
professions. There were 66 social workers, 35 registered nurses, and eight participants from other 
professions (not detailed) in the project who had not received previously received Re:Act 
training. Using online surveys, Storey and Prashad (2018) researched whether or not the same 
training would be applied differently by the varying professions. The conclusion was that there 
was no difference in how the knowledge from the Re:Act training was applied for those who 
completed the training (Storey & Prashad, 2018). However, they did state that there needs to be 
continued evaluation of the effectiveness of adult guardianship training, in order to improve the 
identification, reporting, and investigation into cases of abuse, neglect, and self-neglect.  
 Collaboration 
 
After studying an adult guardianship team made up of nurses and social workers, Ernst 
and Smith (2012), concluded that it is important to understand the dynamics of an 
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interdisciplinary team in order to improve collaboration. Interdisciplinary teams require effort 
and an organizational structure to be successful (Ambrose-Miller and Ashcroft, 2016). 
Successful interdisciplinary teams need to create a culture of collaboration, which starts with 
strong leaders who are dedicated to building collaboration within the team (Ambrose-Miller & 
Ashcroft, 2016). An important factor for interdisciplinary team collaboration is co-location 
(Ambrose-Miller & Ashcroft, 2016). Co-location where team members share the same work site 
is emphasized as an important factor in interdisciplinary team’s success, as is effective methods 
of communication. When health care professionals work out of the same location, collaboration 
increases. Collaboration can be effected by small distances such as working on different floors or 
in different buildings as this negatively affects interdisciplinary learning and communication 
(Ambrose-Miller & Ashcroft, 2016). Ideally, team approaches to adult guardianship 
investigations allow nurses and social workers to build rapport with clients and help each other 
provide support to the client (Leff & Sonstegard-Gamm, 2006). 
Members of an Interdisciplinary Team 
 
Research identifies social workers and nurses as core components of an interdisciplinary 
adult guardianship team (Day, Bantry-White, & Gavin, 2010; Rathbone-McCuan, 2014). 
However, research differs on whether physicians, psychiatrists, or psychologists are most 
effective in interdisciplinary teams when working with those who experience self-neglect (Day, 
Bantry-White, & Glavin, 2010; Day, McCarthy, & Leahy-Warren, 2012). Ernst and Smith 
(2012) state general practitioners (GPs) are integral to interdisciplinary adult guardianship care 
teams while Ambrose-Miller and Ashcroft (2016) believe that GPs as well as psychologists 
should be on care teams when addressing adult protection concerns. Lindenback, Larocque, 
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Lavoie, and Garceau (2012) refer to the need for interdisciplinary teams, but do not identify who 
the members should be.  
Perspectives of Risk  
 
Ernst and Smith (2012) identified a main issue within a team approach is the difference in 
how disciplines view problems upon their knowledge base, practice, and the values of their 
profession. Perception of risk and self-neglect is an area where professionals can disagree. 
(Chiavarino, Colombo, Grande, & Russo, 2018; Day, McCarthy and Leahy-Warren, 2012; 
Krewski, Turner, Lemyre, & Lee, 2012). Professionals need to be clear on how they define risk, 
what the risk is related to, and what the client is at risk of (MacLeod & Stadnyk, 2015). Day, 
McCarthy and Leahy-Warren (2012) and Krewski, Turner, Lemyre, and Lee (2012) observe 
perception of, and response to, self-neglect can vary across professionals and can be affected by 
professional socialization, perceived levels of control, and familiarity. Professional judgement is 
used when participating in care planning, and professional judgments on self-neglect center upon 
risk (McDermott, 2010). It is important to understand how this influences team dynamics and 
professional priorities, as perception of risk is a crucial factor in decision-making (Chiavarino, 
Colombo, Grande, & Russo, 2018; Henwood, Pidgeon, Sarre, Simmons & Smith, 2008). 
 Despite risk being a main concern in health care, the perception of it is under researched 
(Chiavarino, Colombo, Grande, & Russo, 2018; Taylor & McKeown, 2013). How a person 
perceives risk dictates how they respond to risk (Henwood, Pidgeon, Sarre, Simmons and Smith 
(2008). Research by Chiavarino, Colombo, Grande, and Russo (2018) find key parts of the 
concept of risk in health care is the occurrence of a hazard and the severity of its consequences. 
Risk has three factors: lethalness, prevalence, and control. Lethalness is the amount of harm that 
a hazard can cause. Control is the control the health professional believes they have in coping 
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with the hazard. Prevalence is the health care individual’s assessment of capacity for the risk 
object or person to inflict harm (Chiavarino, Colombo, Grande, & Russo, 2018). Research by 
Chiavarino, Colombo, Grande, and Russo (2018) found that lethalness and prevalence are the 
primary ways risk is assessed, with control being a secondary factor.  
 Stevenson and Taylor (2017) conclude all professionals conceptualize risk in terms of 
benefits and harms. Moreover, Chiavarino, Colombo, Grande, and Russo (2018) and Day, 
Mulcahy, Leahy-Warren and Downey (2015) found that perceptions, attitudes, and responses 
towards risk vary according to the type of environment and role that health care professional 
works within. Health professionals who work in the same area often have the same attitude and 
perception of risk (Chiavarino, Colombo, Grande, & Russo, 2018). Perception of risk is 
influenced by how confident the health care professional is in their ability to recognize and 
manage the hazard. The more capable the professionals feels, the lower they rate the risk 
(Chiavarino, Colombo, Grande, & Russo, 2018). This is an important factor, as it speaks to the 
value of training and education. According to Chiavarino, Colombo, Grande, and Russo (2018) 
the feeling of control and ability to manage risk is predicted by satisfaction with training. 
Training increases awareness of the workers’ ability to prevent and respond to safety issues, such 
as the ability to recognize and de-escalate a client exhibiting aggressive behaviour (Chiavarino, 
Colombo, Grande, & Russo, 2018).   
 This paper looks at adult guardianship concerns which can apply to any adult nineteen 
years and older. However, the majority of adult guardianship cases involve older adults. 
MacCourt and Tuokko (2010) make an important contribution to the research as they look at 
health care professionals’ perception of risk when working with older adults who are considered 
to be marginalized. Health care professionals are trained to base decisions on the knowledge they 
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hold and objective data, while avoiding bias and subjectivity (MacCourt & Tuokko, 2010). 
However, according to MacCourt and Tuokko (2010), health care professionals are affected by 
their personal values when they assess risk. Adult guardianship often involves ambiguity. 
Designated responders are working to determine if self-neglect exists and if the client is able to 
seek support and assistance, often working with limited information. The client’s ability to seek 
support and assistance, risk to the client, and client’s insight in to that risk being a topic of debate 
and open to more than one interpretation. This ambiguity does not sit well for most health care 
professionals, particularly nurses and physicians. Despite education and training, health care 
professionals view risk differently based on their personal values as well as their tolerance for 
ambiguity (MacCourt & Tuokko, 2010).  
Adult guardianship investigations are complex, and how the risk of self-neglect is defined 
and perceived affects how it is responded to (Day, Mulcahy, Leahy-Warren, & Downey, 2015; 
Rathbone-McCuan, 2014). Designated responders have a duty to respond to concerns of abuse, 
neglect, and self-neglect under the AGA and if needed take intrusive steps to protect the 
individual experiencing self-neglect. AGA investigations often involve interdisciplinary teams 
who together assess and respond to the individual requiring support.  
Risk is everywhere (MacLeod and Stadnyk, 2015; Wyllie & Saunders, 2018). The only 
consistent theme in the literature regarding risk is the absence of a single definition of risk  
(Adams, 2001; Chiavarino, Colombo, Grande, & Russo, 2018; Cott & Tierney, 2013; Jardine, 
Boyd, & Furgal, 2009; Krewski, Turner, Lemyre, & Lee, 2012; Lee et al., 2014; MacCourt & 
Tuokko, 2010;  McNeill, 2013; Nexøe, Halvorsen, & Kristiansen, 2017; Roeser, 2012; 
Stevenson, McDowell, & Taylor, 2018; Taylor & McKeown, 2013; Waugh, 2009). Clarke et al. 
(2011), Nexøe, Halvorsen, and Kristiansen (2017), and Taylor and McKeown (2013) state risk is 
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uncertainty. Nexøe, Halvorsen, and Kristiansen (2017) define risk as the probability of adverse 
outcomes.  
While Roeser (2012) offers six different definitions of risk, arguing that ant all-
encompassing definition is of “risk (in the informal sense of the word) is a situation in which 
some event may or may not occur, and we do not know which” (p. 35). Payne (2011) states risk 
is “the likelihood of physical or psychological damage” (p. 8), taking the view that risk involves 
a negative event occurring. McNeill (2013) and Taylor and McKeown (2013) agree with these 
definitions, but add that risk is specific to that moment and while there is the potential for harm, 
there is also the potential for benefits. MacLeod and Stadnyk (2015) advocate for a broad 
definition of risk, and that how risk is defined and evaluated is contingent on how it is perceived. 
 Approach to Risk 
 
The study completed by MacCourt and Tuokko (2010) examines social workers, nurses, 
and physicians and how they approach risk and the elderly or older adults. Older adults are often 
undervalued by health care professionals and can experience their voices being silenced by those 
who are meant to provide care (MacCourt & Tuokko, 2010). Older adults can often be in a 
position where health care decisions are made without their input or wishes, due to biases against 
older adults, particularly those who experience any type of cognitive decline or frailty (MacCourt 
& Tuokko, 2010). 
Research by Ernst and Smith (2012) concludes that social workers and registered nurses 
were able to come to professional agreement about courses of action during the investigation. 
However, Ernst and Smith (2012) identified that abuse, neglect, and self-neglect is 214% more 
likely to be identified when a lone social worker completes adult guardianship investigations. 
While social workers are significantly more likely to confirm financial abuse physical abuse and 
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neglect, Ernst and Smith (2012) identified that a team approach resulted in greater risk reduction. 
Ernst and Smith (2012) state social workers approach adult guardianship concerns in more 
holistic ways. The research completed by Ernst and Smith (2012) is important as many 
community adult guardianship investigations are completed by social workers and registered 
nurses.  
An important consideration when looking at adult protection is the increasing pressure 
health professionals are experiencing. Nursing and social care needs of people being cared for at 
home are becoming increasingly complex (Taylor, 2006). Health professionals working in 
community are required to assess risk and manage risk and are becoming increasingly 
responsible for the outcomes (Taylor, 2006). Risk management has become a main part of 
community health professionals’ roles (Taylor, 2006). Eligibility for admission to long term care 
(LTC) is becoming more stringent, and communities are working with scarce resources (Taylor, 
2006). Despite all that, community health care professionals are expected to minimize risk to the 
client, their family, and society (Taylor, 2006).  
  Risk and Safety 
 
A common area of tension is that of risk versus safety. Health professionals are 
challenged by ethical dilemmas and complexity when assessing risk (Day, Bantry-White, & 
Glavin, 2010). Risk is both an opportunity and danger (Wyllie & Saunders, 2018). The research 
by MacCourt and Tuokko (2010) identifies that older adults are often more willing to accept and 
work with risk than health care professionals. MacCourt and Tuokko (2010) found no difference 
between how nurses, physicians, and social workers interacted with older adults and the concept 
of risk, stating all were influenced by their own professional perspective as well as personal 
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values. MacCourt and Tuokko (2019) do acknowledge the limits of their research and the need 
for more research to be done in this area.   
 Jacob and Holmes (2011) research the effect of fear on how risk is perceived, arguing 
risk cannot be looked at without also looking at fear. According to Jacob and Holmes (2011), 
fear is a social construction and situational. Fear is in the health care field but is rarely discussed. 
Instead, health care professionals discuss risk (Jacob and Holmes, 2011). Understanding fear has 
been replaced with understanding and managing risk, and the need for self-preservation (Jacob & 
Holmes, 2011). Risk is feared as undesirable outcomes can threaten the practitioner’s reputation 
and professional standing (Wyllie & Saunders, 2018). 
How health professionals view risk influences client quality of life and autonomy. 
Excessive risk avoidance may lead to disempowerment of clients, and limiting client’s self-
determination (Taylor & McKeown, 2013). Perspectives on risk often come to together at the 
point of assessment, when decisions are made by health care professionals. This is also where 
professional and individual perspectives of risk intersect (Taylor & McKeown, 2013). Wyllie 
and Saunders (2018) state risk needs to be negotiated and debated and is often a topic of 
disagreement between professionals. Wyllie and Saunders (2018) argue risk needs to be 
embraced.  
A guiding principle of the BC AGA is a person’s right to live at risk (AGA, 1996). This 
can be a difficult principle to abide by, as client can often make choices that do not align with the 
values of the health care professional involved (Ceci & Purkis, 2009). What clients see as 
important when discussing risk may be different than what the health care professional sees as 
important (Taylor & McKeown, 2013). Ceci and Purkis (2009) argue the right to live at risk has 
been used as an excuse for some case managers to avoid responsibility for clients by arguing the 
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client is making their own choices. Professionals need to assess risk to society and take 
responsibility for protecting the vulnerable (Wyllie & Saunders, 2018). 
Risk cannot be eliminated and the concept of risk in community health care is not about 
probabilities of harm, but rather aspirations, fears, and justifications (Taylor, 2006). There is 
tension between avoiding risks and taking risks (Taylor, 2006). Taylor (2006) states there is no 
one model of assessing and responding to risk, but rather six common elements when working 
with risk which are identifying and meeting needs, minimizing situational hazards, protecting the 
individual and others, balancing benefits and harms, accounting for resources and priorities, and 
wariness of potential conflicts. Balancing safety and protection is a common theme when 
working with risk and adult protection (Quinn, 2010; Wyllie & Saunders, 2018). 
Perceptions of Risk 
 
Risk is difficult to define and there are various perspectives on the topic. Risk is a 
pervasive, multi-dimensional concept occurring in conversations across cultures and disciplines 
(Adams, 2001; Chiavarino, Colombo, Grande, and Russo, 2018; Day & Leahy-Warren, 2013; 
Jardine, Boyd, & Furgal, 2009; Krewski, Turner, Lemyre, & Lee, 2012; Lee et al., 2014; 
MacCourt & Tuokko, 2010;  McNeill, 2013; Roeser, 2012; Stevenson, McDowell, and Taylor, 
2018; Taylor & McKeown, 2013; Quinn, 2010; Waugh, 2009). Risk is something experienced by 
every person and has varied views and interpretations (Cott & Tierney, 2013; MacLeod & 
Stadnyk, 2015; Roeser, 2012; Quinn, 2010). Risk is difficult to understand as it is not static, but 
continuously evolves (Stevenson & Taylor, 2017). A variety of factors affects how members of 
interdisciplinary teams perceive and respond to risk.   
Three common views of risk are identified by O’Byrne (2007), with the first being the 
Weak Constructionist view which is a sociological approach to understanding risk. It states risk 
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exists in the natural world but needs to be understood within the culture it occurs (Cott & 
Tierney, 2013; O’Byrne, 2007). Each culture has its own way of determining what risk is, and 
right and wrong is based on cultural values (O’Byrne, 2007).  While this view of risk allows for 
some subjectivity, it holds that risk is mostly objective and values professional opinions above 
lay persons’ opinions on risk (O’Byrne, 2007). The Weak Constructionist view values 
responsibility and blame, with the belief that while free choice is important, there are wrong 
choices (O’Byrne, 2007). Risk is created through the concept of a potential future risk and the 
determination that undesirable outcomes will occur (O’Byrne, 2007). The subjective value of 
risk is echoed by MacCourt and Tuokko (2010), and Nexøe, Halvorsen, and Kristiansen (2017), 
although they do not indicate if they identify with the Weak Constructionist view or the Strong 
Constructionist view.  
 The Strong Constructionist perspective is based on Foucauldian research. The Strong 
Constructionist view takes the approach that absolute risk does not exist, but rather is a social 
construct that needs to be understood within a cultural context. Risk is considered to be 
completely subject and not seen as inherent in nature. Instead, everything has the possibility of 
being perceived as a risk, and is determined to be a risk when responded to in a way that 
determines risk exists (O’Byrne, 2007; Stevenson & Taylor, 2017). The concept of risk creates 
social norms, separating people into two groups, those who participate in undesirable actions and 
situations and those who do not. Blame is put on those who put themselves in risky situations 
(Stevenson & Taylor, 2017).  
The Realist Risk perspective argues that risk is inherent to nature. It is a perspective that 
is identified by both Cott and Tierney (2013) and O’Byrne (2007). According to this approach, 
risk is an objective reality that may be quantified and measured; thus, subjective assessments of 
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it have no value. Therefore, risk exists even if no one identifies it (O’Byrne, 2007). People are 
considered to be “at risk”, “risky” or requiring “risk management”, attaching risk to the specific 
individual. The person’s identity is based on the type of risk they are categorized as, placing the 
blame for the existence of that particular risk situation on the client (O’Byrne, 2007).  
Understanding the three perspectives of risk is important within health care, particularly 
adult guardianship investigations. The Weak Constructionist view of risk is common within adult 
guardianship investigations, as each client brings their own culture and specific context affecting 
the chance of or existence of risk. Adult guardianship investigations look at what harm will or 
may occur in certain situations, and if a client is able to remain at home or return home. While 
investigations should include the client as much as possible, and work to respect client autonomy 
and self-determination, the Weak Constructionist view of risk often affects whose perspective 
holds more sway in an investigation, that of the professional or the client. It is especially 
important that social workers be aware of the Weak Constructionist view of risk and how this 
affects their interaction with the client and how they work within the health care team. It can also 
help social workers understand how others within the team approach risk and concerns of self-
neglect. 
The Strong Constructionist view is seen in how clients experiencing self-neglect are 
perceived by health care professionals and the client’s own supports. Self-neglect is a difficult 
concept to work with and can often lead to the client being blamed for their situation and the 
professional using that as a reason to not provide support. It can also cause health care 
professionals to take a heavy-handed approach, due to the influence of social norms and their 
belief of how a person should be living and cared for.   
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The Realist Risk Perspective uses language that is often seen in adult guardianship 
investigations. The terms “risky”, “at-risk”, and “risk management”, while not specific to the 
AGA, are common within health professional discourse during AGA investigations. A client 
who is “risky” is considered a risk to others. For example, a client who smokes in their apartment 
or leaves the stove on is seen as a fire risk for others. At-risk means harm may occur to the client, 
such as malnutrition, serious falls, or risk of infection and severe harm or death. Risk 
management refers to fears of repercussions if interventions are or are not taken - for example, 
the risk that a health care agency may be blamed if a client falls or is found wandering.  All three 
perspectives of risk have something to offer social workers involved in adult guardianship 
investigations. Understanding the different views of risks mean understanding assumptions and 
beliefs that affect how different professions approach client’s experiencing self-neglect. 
Risk as an objective concept is argued within literature. While the Realist Risk 
Perspective views risk as objective, Cott and Tierney (2013) argue this approach is overly 
simplistic. Viewing risk as objective does not take in to account social and cultural factors and 
the language used. Stevenson and Taylor (2017) identify two view of risk are risk as objective 
and risk as subjective, and the complexity of risk demands understanding the concept as both 
objective and value laden. The importance of values on the perception of risk is also identified 
by Nexøe, Halvorsen, and Kristiansen (2017) and Robinson et al. (2007). The impact of values 
on perception of risk is important to recognize as adult guardianship investigations often involve 
conflict between a client’s values and values held by health care teams.  
 Althaus (2005) identifies five perceptions of risk. Subjective risk is the mental state of an 
individual who experiences uncertainty, doubt, or worry at the outcome of a given event 
(Althaus, 2005). Objective risk is a variation between expected losses and actual losses that can 
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be measured objectively (Althaus, 2005). Real risk is the combination of probability and 
negative consequence that exists in the real world. The measurement of that combination is 
observed risk. Perceived risk is the rough estimate of real risk made by an individual of the 
general public who is not considered a professional (Althaus, 2005). Quinn (2010) regards risk as 
a reaction to living in uncertainty and unpredictability, while MacNeill (2013), Roeser (2012) 
and Quinn (2010) state there is a difference between risk and uncertainty, and if something is 
known to happen, it is not a risk.  
Fear of risk and uncertainty is a theme in research by McNeill (2013). Risk is a concept 
and is used to prevent or mitigate negative consequences. Risk is a mental construct of 
possibilities, as opposed to a known reality (McNeill, 2013). Risk is the expected or feared 
exposure to an event, not the actual event. Therefore, risk no longer exists when that event passes 
(McNeill, 2013). While others state risk may be everywhere whether an individual recognizes it 
or not, risk “is uncertainty about and severity of the consequences (or out-comes) of an activity 
with respect to something that humans value” (Aven & Renn, 2009, as cited by McNeill, 2013, 
pp. 11-12). Risk is a social construct and a form of social control, affecting actions and used to 
minimize negative events and prevent harm (McNeill, 2013).  
MacLeod and Stadnyk (2015) identify four elements of risk for older adults. The first 
element is cognitive or physical impairment. The second is environmental elements of risk such 
as the physical home environment, the neighbourhood a person lives in, and social, family, and 
economic support (MacLeod & Stadnyk, 2015). The third element is perilous events. Perilous 
events can be falls, unsafe medication use, abuse, malnourishment, wandering, financial 
mismanagement, and health and home maintenance (MacLeod & Stadnyk, 2015). Health 
consequences are the fourth element. Health consequences include hospitalization, physical 
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health issues, functional and financial decline, quality of life decline, being over protected, and 
death. 
Cultural and Societal Factors in Defining Risk 
 
Risk is socially constructed and varies in different contexts (Cott & Tierney, 2013; 
Quinn, 2010). While psychological views look at how individuals perceive and interact with risk, 
sociocultural views of risk take a more general perspective (Roeser, 2012; Stevenson & Taylor, 
2012). According to Jardine, Boyd, and Furgal (2009), risk needs to be understood within social, 
economic, and cultural factors of different communities. Differences in culture can affect how 
risk is perceived and the way individuals and groups interact with it (Jardine, Boyd, & Furgal, 
2009; MacLeod & Stadnyk, 2015). Krewski, Turner, Lemyre, and Lee (2012) and Lee et al. 
(2014) point out that schemas are important to understand as they affect how information is 
processed and how risk is perceived. Krewski, Turner, Lemyre, and Lee (2012) reference a 
cultural theory of risk, acknowledging that, while it is a controversial approach, it identifies that 
cultural biases are built out of social structures such as egalitarianism, individualism, 
hierarchism, and fatalism.  
 Adams (2001) states there are three socio-cultural approaches. The first approach is an 
anthropological approach which argues that risk is used in society to establish and maintain 
conceptual boundaries between the self and the other (Adams, 2001). The second approach 
argues that Western society is concerned with risk, and risk is a pervasive concern. Adams 
(2001) states the second approach is concerned with the macro-social process that are featured in 
Western society and is assessed based on its effects only. The third approach is based on the 
work of Foucault and his concept of governmentality. According to Adams (2001), Foucault 
describes governmentality as “the strategies, techniques, programmes and aspirations, the 
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calculations and tactics, or all those authorities that shape the beliefs, attitudes and behaviour of 
the population” (p.308). The concept of “risky” social situations is a way of creating social 
control and regulation (Adams, 2001). Roeser (2012) has a similar view of risk as a form of 
social control. According to Roeser (2012) the cultural approach to risk examines how social 
agents create and use boundaries to set boundaries around that which is considered dangerous, in 
order to control how and when risk occurs.   
Gender Differences in Defining Risk 
 
 While research agrees that men are at higher risk of self-neglect than women, there is no 
consensus in the literature about the effect of gender on perception of risk. A 2004 Canadian 
study of individuals’ perception of health risks found it was more common for females than 
males to see risk as negative, and that males were more likely to view risk as exciting or as a 
challenge to overcome (Lee et al., 2014). Lee et al. (2014) state gender socialization has caused a 
difference between male and female perceptions of risk. According to Lee et al. (2014), women 
are expected to be in positions of caregiving, where their role is to keep others safe. Embracing 
risk goes against their social role and brings criticism of them as caregivers and women (Lee et 
al., 2014). Men on the other hand are congratulated for risk taking. Labels such as brave, strong, 
and manly are used to describe men who are risk takers (Lee et al., 2014). 
 In contrast, Jardine, Boyd, and Furgal (2009 and Krewski, Turner, Lemyre, and Lee 
(2012) state that gender is not a variable in how people view and interpret risk. Jardine, Boyd, 
and Furgal (2009) state that while previous research has shown differences in how genders 
perceive risk, their study of two Indigenous communities in Canada show no difference in risk 
perception based on gender. Jardine, Boyd, and Furgal (2009) argue that additional qualitative 
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and quantitative research is needed in order to understand if this is specific to these two 
Indigenous communities or reflective of Indigenous people in Canada.  
Jardine, Boyd, and Furgal (2009) are the only researchers who addressed risk 
perspectives of Indigenous communities in Canada. They found that, due to the history of 
colonization and the effect this had on Indigenous communities’ environments as well as social 
and political structures, Indigenous communities have a different tolerance and interpretation of 
risk. This is due to the fact that Indigenous people face higher rates of co-morbidities and health 
risks associated with environments and economic factors specific to Indigenous communities 
(Jardine, Boyd, & Furgal, 2009).  
Negative and Positive Risk 
 
Lee et al. (2014) state risk is becoming an increasingly negative concept, being associated 
with danger, illness, and accidents, and positive risk being associated only with concepts such as 
sports.  Stevenson, McDowell and Taylor (2018) and Quinn (2010) argue that risk is seen as both 
negative and positive.  Taylor and McKeown (2013) state that foreseeable risk is most often 
viewed in a positive light as it is seen as the result of autonomy and improving quality of life. On 
the other hand, MacLeod and Stadnyk (2015) and Waugh (2009) argue that risk is seen as 
increasingly negative, and the negative approach to risk is reflected in policy making, 
professional training, and socialization. Focusing on harm ignores the positive outcomes of risk 
(MacLeod & Stadnyk, 2015). Whether or not a person sees risk as entirely negative or 
potentially beneficial affects interdisciplinary team dynamics. 
Risk Management 
 
 According to McDermott (2010), professional judgment of risk occurs within the context 
of managerialism. O’Byrne (2007) states risk management is about risk identification for the 
 27 
 
sake of modifying that risk and eliminating it if possible. Healthcare holds a dominant view that 
risks are negative, dangerous, and need to be avoided and managed (Robinson et al., 2007). 
Jardine, Boyd, and Furgal (2009) state risk assessment defines risk as the answer to the three 
questions: what can go wrong, how likely is it to go wrong, and what happens if it goes wrong? 
Risk management comes from the fear of liability and need to control outcomes (Taylor & 
McKeown, 2013).  
Risk management is a key policy within health care. McNeill (2013) and Clarke et al. 
(2011) view risk management as a complex aspect of professional practice in health care. Risk 
management aims to prevent the creation of a risk, mitigate that risk, or reduce the harm it can 
cause, and mitigate its outcomes (McNeill, 2013). Differences in how professions view and 
conceptualize risk makes education on risk management difficult (Clarke et al., 2011; Wyllie & 
Saunders, 2018). Education on risk management is challenging because of the conceptual nature 
and diverse perceptions of risk within professions (Clarke et al., 2011). Risk management is 
influenced by the attitudes people have about risk, as well as the attitude of their peers (Clarke et 
al., 2011). While risk management is central in health care, Clarke et al. (2011) state there is 
tension between the need to avoid legal implications of risk, for staff to be physically safe, but 
also have client-centered approaches. Organizational and professional cultures can lead to staff 
being risk averse and can affect where health care professionals view risk as negative or positive 
(Clarke et al., 2011).  
Interdisciplinary Perspectives of Risk 
 
Physician Perspectives on Risk 
 
The effect of ageism is a common theme in literature when examining physician 
perspective on risk. According to Hirst et al. (2016) and Mesiner (2012), ageism is experienced 
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by many older adults. Ageism can be subtle or explicit. It can involve doctors limiting the 
number of geriatric clients they see in their clinic, or how they view a diagnosis or recommended 
treatments (Mesiner, 2012). Physicians can have a trend of ignoring abnormal disease symptoms 
as they determine them to be a normal part of aging (Lee, Heckman, & Monar, 2015; Mesiner, 
2012). Research by Mesiner (2012) states physicians are more cynical and distrustful of older 
adults. Older clients are associated with terms such as disease, decline, and death (Mesiner, 
2012; Rust & See, 2010). Stevenson, McDowell, and Taylor (2018) report that physicians, 
specifically those who work with people with dementia, associate risk with hazards, harm, and 
loss. Risk is often understood as a numeric concept, representing a measurement of the 
probability of an event (Stevenson, McDowell, & Taylor, 2018). Older adults are seen as less 
interesting, irritating, or overly conservative (Mesiner, 2012). Older adults who are frail or ill 
have a difficult time finding physicians (Mesiner, 2012).  
A common issue in physicians’ interactions with risk is their lack of understanding of 
frailty (Lee, Heckman, & Molnar, 2015). According to Lee, Heckman, and Molnar (2015), frailty 
is a predictor of adverse outcomes. However, there is no consensus among physicians as to how 
to assess and diagnose frailty. Overall, physicians have a greater level of uncertainty when 
working with older adults than other patients, and present with a lower tolerance for risk 
(Krewski, Turner, Lemyre, & Lee, 2012; Mosqueda & Dong, 2011; Roeser, 2012). Scientific and 
medical approaches to risk are objective in that they are based on the belief that if knowledge is 
applied to risk, it can be managed (Althaus, 2005).  
The role of physicians is to promote good health, heal those who experience illness, and 
eliminate risk (Corso, Sisler, & Driedger, 2014; LaDonna et al., 2018). Risk in medical care is 
based on statistics. It is measurable, and treatment recommendations are based on what is the 
 29 
 
least risky with the most potential for good (LaDonna et al., 2018). Risks in cases of adult 
guardianship are difficult for physicians to work with as interventions are not based solely on 
medical research but rather there is a negotiation of what constitutes a risk and what risks are 
addressed (Wyllie & Saunders, 2018). Physicians find it difficult to work in areas of unknowns, 
and experience unease when discussing grey areas of self-neglect (Corso, Sisler, & Driedger, 
2014).  
 Research by Ambrose-Miller and Ashcroft (2016) show team meetings and huddles can 
often be scheduled around doctors’ schedules, reinforcing the power of the doctor. Doctors can 
be reluctant to participate in meetings as it reduces their power and requires appreciation for 
other health care professional perspectives. Decision making around what supports, services, and 
interventions are needed are often where different professions disagree and can be a barrier to 
client care. This is an area where doctors can be over-protective and risk averse (Ambrose-Miller 
& Ashcroft, 2016). 
LaDonna et al. (2018) states physicians do not feel they have advocacy skills, and do not 
feel they know how to work in complex cases of adult guardianship when families or clients 
challenge medical knowledge or medical recommendations. Working to develop trust, providing 
system navigation, and evaluating the emotional impact on clients is difficult for physicians 
(LaDonna, et al., 2018). Nassera, Charo, Marie-Andrée, Lara, and Jean-Louise (2019) observe 
that physicians have the ability to take on different roles. Physicians prevailing roles are medical 
expert, care coordinator, and team member (Nassera, Charo, Marie-Andrée, Lara, & Lousie, 
2019). The type of role a physician takes on dictates how they approach and view risk (Nassera, 
Charo, Marie-Andrée, Lara, & Lousie, 2019).  
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Nursing Perspectives on Risk  
 
 O’Byrne (2011) summarizes nursing perspectives on risk as the realist risk perspective. 
Part of a nurse’s role is to maintain social order by maintaining patient and staff safety (O’Byrne, 
2011). Nurses work to help clients avoid risk. Interactions with clients often involve giving 
advice and direction on health-related risks in order to help clients avoid or lessen risk (O’Byrne, 
2011). Nurses are responsible for risk education and the reduction of risk (O’Byrne, 2011). 
Optimal health is seen as the goal and making choices that put a person’s health at risk is seen 
negatively (O’Byrne, 2011). Adams (2001) states the dominant view of risk within nursing is 
negative. Risk is seen as a hazard and a problem that needs to be addressed and eliminated 
(Adams, 2001).  
Research on both nurses and physicians show the increase in patient safety being a 
driving force for health care (Castello, Ferrar, Destrebecq, & Terzoni, 2019). Nurses are in a key 
position to both identify and respond to risk (Castello, Ferrar, Destrebecq, & Terzoni, 2019; Day, 
Mulcahy, Leahy-Warren, & Downey, 2015). Research by Winterstein (2012) shows nurses may 
respond in a variety of ways to risk. In terms of adult guardianship, Winterstein (2012) states 
nurse are not always aware of their obligation to report self-neglect and may not be aware of the 
signs and symptoms. Risks experienced by those experiencing self-neglect may be overlooked 
by nurses who (as with doctors) may view them as part of the normal ageing process 
(Winterstein, 2012). When nurses do identify risk and self-neglect in clients some try to distance 
themselves and place the blame on the individual client (Winterstein, 2012). 
 Jacob and Holmes (2011) point out cultural norms affect how nurses perceive risk as they 
would for any individual in society. Cultural differences affect whether a nurse feels self-neglect 
or risk needs to be responded to, or if it even is a risk (Jacob & Holmes, 2011). Due to the history 
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of violence in health care and particularly towards nurses, nurses often practice from a place of 
fear. They fear harm to themselves as well as clients (Jacob & Holmes, 2011). Nurses often 
approach risk to control it, in order to avoid harm coming to themselves or the client (Jacob & 
Holmes, 2011). The fear of harm also causes some nurses to dissociate from their clients, using 
individual responsibility as a way to distance their role in influencing the client’s health and 
safety (Jacob & Holmes, 2011). Research also shows that nurses pay less attention to clients who 
threaten the nurse’s integrity, or who live lives in contrast to the nurse’s values (Jacob & 
Holmes, 2011).  
 A nurse will conform to the setting they work in. A nurse’s personal culture is replaced 
by work culture (Jacob & Holmes, 2011). Health care professionals are working with reduced 
resources. When nurses face risks, they rely on the easiest way to understand a client and their 
situation, in order to quickly care plan and move on to the next client or situation (Jacob & 
Holmes, 2011). Stereotypes cause nurses to quickly assess and respond to clients based on pre-
conceived ideas of who the client is and what is needed (Jacob & Holmes, 2011). Assessments of 
clients are often influenced by previous interaction with clients viewed as similar. Nurses use 
events they have experienced to assess clients (Jacob & Holmes, 2011).  
 Dickins, Goeman, O’Keefe, Iliffe, and Pond (2018) research nursing perspectives on risk 
and people with dementia. According to Dickins, Goeman, O’Keefe, Iliffe, and Pond (2018), 
nurses see dementia as black and white, which helps them determine who is at risk, and ensure 
the safety of themselves and their clients. However, Dickins, Goeman, O’Keefe, Iliffe, and Pond 
(2018) identified a difference in how nurses in acute care versus community viewed risk, stating 
that those in community felt risk should be identified within the person’s life history, and in the 
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specific situation. Wyllie and Saunders (2018) state nurses in their study felt it was not their job 
to define what risk is but to respond to it in whatever way ensures safety.  
 An important point identified by Ernst and Smith (2012) is that nurses are in a position to 
identify neglect. However, they are less likely to identify financial neglect and abuse as they may 
not be aware of it or looking for it (Ernst & Smith, 2012). Nurses may tend to focus on the 
medical reason for self-neglect and what needs to be done to fix the presenting health concern. 
Common within literature on nursing perspective of risk is how complex risk is, and the effect of 
Western values on the concept of autonomy (Young & Everett, 2018). A person’s autonomy is 
highly valued within Western society and overruling a person’s autonomy requires the ability to 
justify the need for intrusive intervention (Young & Everett, 2018). In conflict with this, is the 
role of nurses to help improve clients’ health and prevent or eliminate risk and prevent harm to 
their clients (Young & Everett, 2018). 
Social Work Roles in Interdisciplinary Teams  
 
Social Work as Boundary Spanners 
 
Oliver (2013) specifically examines the social work role in interdisciplinary teams. Social 
workers are internationally defined as having a core commitment to social justice, human rights, 
and a person-in-environment perspective (Oliver, 2013). A strength of social work is its ability to 
span boundaries. Oliver (2013) describes boundary spanners as “those who demonstrated 
particular competence increasing the wheels of inter-organizational collaboration by facilitating 
dialogue and negotiating shared goals and meanings amongst diverse groups” (p.777). The role 
of a social worker as a boundary spanner means social workers have an accessible professional 
identity (Oliver, 2013). This is an important role for social workers to take on as it enables them 
to break down boundaries, build trust, and be agents of change (Oliver, 2013).  
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Boundary spanners learn to address, deconstruct, and eventually help to reconstruct new 
boundaries that promote collaboration and value client-centred care (Oliver, 2013). In this way, 
social workers are more effective in working within and across systems and accessing resources 
(Oliver, 2013). Positionality is important, as social workers need to be aware of how they 
position themselves in health care groups (Bransford, 2011). A challenge for social workers 
working in interdisciplinary teams is the risk of social workers losing their professional identity 
due to their role as both agents of social change and advocates for those who are disempowered.  
Social work is an integral part of a health care team, but it can also be isolating due to the 
differences in perspectives (Ambrose-Miller & Ashcroft, 2016). Ambrose-Miller and Ashcroft 
(2016) state social workers can experience resistance in their inclusion in interdisciplinary teams. 
Social workers often need to carve out their role in health care teams and make themselves and 
their practice known (Ambrose-Miller & Ashcroft, 2016). Social workers need to be able to 
identify their role and their competencies (Ambrose-Miller & Ashcroft, 2016). The more aware 
health care teams are of social work contributions, the better social workers are able to contribute 
to and lead adult guardianship investigations (Ambrose-Miller & Ashcroft, 2016). Because social 
workers have fluid roles, they can fill in gaps and are better equipped to address complexities in 
adult guardianship investigations (Ambrose-Miller & Ashcroft, 2016). 
McLaughlin (2006) argue that social work has not always worked for the good of clients 
but has been used to perpetuate harm to marginalized populations. McLaughlin (2006) and Payne 
(2011) are the only researchers who review how social workers can be coercive, using positions 
of power to harm others, for example the social work involvement in the 60’s Scoop. 
McLaughlin (2006) warns social workers to be aware when they may be involved in perpetuating 
discrimination. Within adult guardianship, this awareness needs to be applied when working with 
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marginalized clients. Social workers need to be aware of whether their actions are fueled by what 
is best for the client, or what is easiest for the social worker. It can be less time consuming and 
complex to place a client in long term care against their wishes, than to work with a client to 
remain in community. 
Anti-Oppressive Social Work 
 
Clarity of roles and responsibilities ensures social workers function at their optimum 
level and contribute to their team at their full capacity (Ambrose-Miller & Ashcroft, 2016). 
Social workers have the unique ability to balance and work between the medical model and anti-
oppressive paradigms (Ambrose-Miller & Ashcroft, 2016). Anti-oppressive practice offers a 
framework for social workers to decrease the negative effects of the current health care system 
and medical model on clients (Baines & Edwards, 2015). Anti-oppressive practice guides social 
workers to work towards social justice, which increases the ability of social workers to be client 
centred but also advocate for change (Baines & Edwards, 2015).  
The medical model is prevalent in health care and is the basis for therapeutic approaches 
within health care teams (Baines & Edwards, 2015). According to Baines and Edwards (2015), 
the medical model is inherently oppressive and silences other perspectives. Social workers are 
unique as their purpose in a health care team does not revolve around deficits or illnesses, but 
rather represent a social justice perspective. Clients in distress are medicalized (Baines & 
Edwards, 2015). The individual is blamed for the situation they experience. Blaming the 
individual means looking for individuals to change, instead of looking at other factors affecting 
the individual (Baines & Edwards, 2015). Social workers are often outnumbered by members of 
other health care professions. Nevertheless, social workers have the responsibility to discern and 
speak for the vulnerable whose rights are at risk (Quinn, 2010). 
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Social Work Interaction with Risk 
 
Social Work and Fear of Risk 
 
Risk culture has created a society of fear (McLaughlin, 2006). There is now a trend for 
Western society not to do good, but to prevent bad, moving from a profession that is committed 
to individual well-being to one concerned with preventing harm (Hardy, 2017; McLaughlin, 
2006). Similar to nursing, there is a fear of risk within the social work profession (McLaughlin, 
2006). When fear dominates, professional judgment is silenced. Policies and procedures become 
the guide for interventions with clients (McLaughlin, 2006). 
Research by Hardy (2017) states social workers are more and more participating in risk 
management. Social workers do not have a problem with intervening in a potential risk that does 
not materialize and would rather do that than not intervene and have harm occur (Hardy, 2017). 
Social workers in health care fear blame and the culture of blame is increasing (Hardy, 2017). 
Social workers are increasingly being expected to be infallible (Hardy, 2017). Social workers 
fear being criticized by other health care professionals (Payne, 2011). Social workers are often in 
a position to assess risk within adult guardianship cases and need to maintain a client-centered 
approach, which can put them at odds with the medical model in the health care system 
(McLaughlin, 2006).  
Social Work and Self-Determination of Clients 
 
The field of social work has a strong attachment to autonomy and self-determination, 
which often brings internal and external conflict when working adult guardianship cases (Braye, 
Orr, & Preston-Shoot, 2017). Clients requiring support who are in imminent danger may need 
social workers to step in and direct care at the cost of autonomy and self-determination in that 
moment (Braye, Orr, & Preston-Shoot, 2017). Furthermore, Braye, Orr, and Preston-Shoot 
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(2017) state social workers assume clients have the same understanding of autonomy as they do. 
However, many clients in difficult and risky situations may be looking for social workers to give 
direction.  
Payne (2011) calls for social workers to look at security and resilience as opposed to risk 
in order to be client-centered and social justice focused. Working for client security involves the 
client and increases the client’s control over their life and improves quality of life (Payne, 2011).  
Social workers are advocates for clients but also protectors of the vulnerable, which causes an 
identity dilemma and causes fear of overstepping or not stepping in enough (Wyllie & Saunders, 
2018). This can be a particularly challenging area for social workers to assert themselves in. 
The pursuit of social justice challenges social workers to address oppression and 
discrimination, which can often exist within health care settings. Social workers act as client 
advocates which can cause conflict and tension within health care teams. However, it also 
maximizes social workers’ ability to effectively assess and respond to risk as they are able to use 
a client-centred and social justice approach (Ambrose-Miller & Ashcroft, 2016). Competency 
and accuracy in charting are vital parts of how social workers advocate for clients participation 
in care planning and interventions (Ambrose-Miller & Ashcroft, 2016).  
McLaughlin (2006) states that social workers have three identities when working with 
risk. Social workers themselves may be seen as a risk by clients who have had negative 
interaction with social workers, or by other health professionals who view social workers as 
working against the medical model. Social workers can be at risk, for example when working 
with clients or client supports who exhibit aggression. Social workers are also assessors of risk. 
Stanford (2011) in turn states social workers have three responses to risk. Social workers 
advocate for and protect clients, control and dismiss clients, or experience indecisiveness about 
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how to resolve risk-identity conflicts (Stanford, 2011). Social workers who advocate for clients 
identified strongly with the need for ethical and moral practice, and valued narrative and 
strength-based models of practice (Stanford, 2011). 
Social Work and Risk Assessments 
 
Neoliberal changes in organizations and governments influence how social work 
functions (Hardy, 2017). Risk originally referred to the probability of an event happening, but 
now is viewed as the likelihood of a negative outcome (Hardy, 2017). Risk assessments are used 
to determine the likelihood of harm and plans are developed to mitigate that harm (Hardy, 2017). 
Social work interventions are moving towards the need to reduce risk and avoid liability. Client 
autonomy is downgraded to make room for risk management. Hardy (2017) argues that risk 
“accentuates social exclusion, prompts over reliance on coercive approaches to practice, 
downgrades the significance of social context, and undermines longstanding commitments to 
social justice” (p.396). Older clients living with a diagnosis of dementia and viewed as living at 
risk can be persuaded or coerced to move into care facilities not based on the risk to the client, 
but to satisfy the concerns of those involved in their care.  
 Hardy (2017) finds there have been three generations of risk assessments. The first 
generation involved clinical approaches, where the practitioner made judgements about whether 
or not a person posed a risk to themselves or others based on their understanding of the person, 
case records, and their own interactions with the person. It was based on subjective judgement 
(Hardy, 2017). The second generation of risk assessment involved calculations and algorithms to 
determine the level and possibility of risk. These types of assessments were seen to be too 
scientific and caused an inflated sense of expertise within the social work profession. The second 
generation of risk assessment was objective, which causes disengagement between social 
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workers and clients as care planning was the result of a standardized tool instead of incorporating 
the client’s wishes and perspective (Hardy, 2017).  
 The third generation of risk assessment integrates clinical and statistical data (Hardy, 
2017). Assessment tools are meant to take subjectivity out of assessments, yet subjectivity 
influences how the tools are used (Hardy, 2017). Some social workers may resist the use of 
scoring tools for fear the assessment overrules professional judgement and clinical decisions are 
instead based on scoring (Hardy, 2017). Social workers often do not speak up about the use of 
formal assessments as they fear liability if they are wrong or if a negative event occurs (Hardy, 
2017). Research shows social workers who rely on formal assessments are much more likely to 
be risk averse and value safety over client self-determination (Hardy, 2017). Social workers are 
pressured to respond to risk by society, but this leads to oppressive practice.  
 Social services face the demand of minimizing risk with limited resources (Watson, 
1999). Risk assessments instead of needs assessments are done in order to determine the risk if 
no social work interventions are done (Waterson, 1999). Those clients who are deemed to be at 
high risk receive immediate attention, while those labelled as less risky receive slower service 
(Waterson, 1999). Clients are often lost as they are not risky enough to require the limited 
resources available (Waterson, 1999).   
Research completed by Quinn (2010) specifically examines social work perspectives and 
approaches to risk. Quinn (2010) states social workers can have difficulty looking at the big 
picture and not just the immediate concerns. Advocacy and keeping the client at the center of the 
care are important and in order to be effective social works need to be able to look beyond the 
immediate risk (Quinn, 2010). Social workers use risk to identify clients, as either being risky or 
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at risk. Risk then becomes that client’s identity (Stanford, 2011). Focusing on risk causes social 
workers to be deficit based and look at negative risks and ignore positive risks (Payne, 2011). 
 Adult guardianship is complex and means balancing the client’s right to make choices 
with the obligation of the health authority to respond to abuse, neglect, and self-neglect (Lonbay, 
2018). Social workers are under increasing pressure in adult guardianship cases, responding to 
more and more cases, and cases being increasingly intricate (Lonbay, 2018). Lonbay (2018) 
specifically examines social work perspectives on adult guardianship investigations. Social 
workers feel service users should have choice and be involved in discussions around making 
decisions and plans (Lonbay, 2018). Lonbay (2018) determines “With the pressure of high case-
loads, procedural imperatives and shrinking resources, there is a pressure to act without having 
time for considered reflection” (p. 1048). Lonbay (2018) state the most important result of their 
research is that social workers need time and space to reflect during adult guardianship 
investigations, and time to acknowledge and work within policy and practice guidelines that 
affect their role as designated responders. 
Gaps in Literature 
Canadian Research 
 
The majority of literature included in this review is from countries outside of Canada. 
Canada itself has little research in general on adult guardianship legislation, potentially due to 
adult protection being considerably new in Canada, and due to Canada not prioritizing adult 
protection as a federal government concern. Adult guardianship varies across provinces and 
territories. Additional research is needed to understand how adult guardianship legislation is 
implemented in Canada. The UK, US, and Australia have a strong foundation of adult 
guardianship research, and clearer policies and legislation surrounding adult protection, than 
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Canada. There a need for increased adult guardianship research in Canada, as well as a need for 
increased Canadian research into how social workers interact with risk as again, the majority of 
articles are based on research outside of Canada. 
Indigenous Research 
 
Only one article could be located that examined Indigenous perspectives on risk and there 
was no literature found that examined the effect of adult guardianship legislation on Indigenous 
communities. Colonization has had a devastating impact on Indigenous communities. The 
implementation of adult guardianship legislation in Indigenous communities warrants further 
study.  
Social Work in Community Versus Acute Care 
 
The majority of research in this literature review is not clear on whether social work and 
interdisciplinary perspectives of risk and responses to self-neglect were based on community 
health care teams or acute care teams. The distinction is important to examine as community and 
acute care have different policies, guidelines, goals, and cultures unique to them both.  
Ethical Considerations in Adult Guardianship Investigations 
 
 While much of the literature touched on concerns that relate to ethics in adult protection, 
literature specifically on ethics within adult guardianship investigations is limited. Social work 
codes of ethics are rarely mentioned within the literature. Investigations into self-neglect are 
often referred to as “grey areas” due to conflicting perspectives and values. However, ethics are 
often not specifically discussed. Further research is needed in order to understand how social 
work and health care professions apply ethics to concerns of self-neglect, how ethics are applied 
differently across professions and the effect on client self-determination and autonomy.   
This research would be valuable within social work degree programs and the health care system. 
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Conclusion 
 
Adult guardianship investigations into self-neglect require an understanding of what self-
neglect is and how it can be interpreted. Social workers investigating concerns of self-neglect 
interact with varying dynamics and interpretations of risk within interdisciplinary teams. Social 
workers need to be confident in their professional identity, as well as understand other 
professional roles, in order to work effectively within interdisciplinary teams. Social workers 
receive more education related to what self-neglect is, as well as laws and legislations which 
apply to adult guardianship than any other profession (Day & McCarthy, 2015). They often work 
within ambiguity and uncertainty and are more comfortable working in gray areas (Day & 
McCarthy, 2015).  The social work profession’s commitment to social justice and anti-
oppressive practice is core component of adult guardianship investigations. 
Risk is a concept that is becoming more prevalent in health care discourse and social 
workers need to be better equipped to enter into conversations around risk and self-neglect. The 
nature of social work allows social workers to be uniquely situated and equipped to analyze risk, 
danger and vulnerability, and they need to be able to identify and communicate their role in 
investigations of self-neglect (McLaughlin, 2006). Social workers who have confidence in their 
role and knowledge become integral members of, and leaders of, adult guardianship 
investigations.  
Clients experiencing self-neglect benefit from an interdisciplinary approach, as this 
allows the client to be offered and receive both psychosocial and medical support. A 
combination of professions working with clients’ experiencing self-neglect provides varying 
perspectives on risk but also varying solutions to mitigate that risk. It is important to recognize 
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the limitations and scope of each profession, and how each profession can affect outcomes for 
the client.  
Section 59 of the BC AGA allows for a person to be removed from or kept in a place for 
their safety if they are considered to be at imminent risk (AGA, 1996). This can allow for a 
client’s rights to be arbitrarily removed if proper steps are not taken. Those engaged in adult 
guardianship investigations need to not only know when to intervene, but how to avoid being 
intrusive and harmful. While an interdisciplinary team is needed to care plan for clients 
experiencing self-neglect, social workers have access to education and training that provides the 
perspective and approach necessary to not only participate in adult guardianship investigations 
but lead interdisciplinary teams in a way that creates best outcomes for clients. 
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